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1 000! INFTIAL COMMENTS

November 25, 2008, The

A monitoring survey was conducted on

| the May 29, 2008 annual licensure Statement of

1000

findings identified in

| Deficienay report served as

the focus for this -

! monitaring survey, The facilit
i sonvices and supports for foy
; diszhilies. One of the origin

a third resident.

resiient added. In addition, a focused review
was conducted of the behavior support needs for

y was providing
r men with various
al two sampled

T

HEALTH REGULATION
825 NORTH CAPpfro, srf\ E.
WASHINGTON, 5.¢. 59

F COLUI 1A
LTH

’ resiients was reviewed, with a second, hew

i The findings of this survey were based on
| observations, interviews with administrative and
! direct support staff in the home, as well 8s a : |
 review of resident and administrative records,
inciuding incident reports,

!
) 056 3502.14 MEAL SERVICE / DINING AREAS

{056

Each GHMRP shall train staff in the storage,
preparation and serving of food, the cleaning and
care of equipment, and food preparation in arder
to mziintain sanitary conditions at alf times,

| This Statute is not met as evidenced by:

i Based on observations, interview and review of
ji staff Iraining records, the GHMRP failed to

| ensure sanitary food handling and storage

( practines,

The finding includes:

J On November 25, 2008, at 10:54 AM 3 frozen
| turkey was observed on the counter in the Al Staffs were In-gerviced on how to defrostthaw frozel
 Kitchea, At 12:44 PM, the frazen turkey remained feads on 12/ /e8. In the future ail frozen food will be

i on the kitchen counter. A staff was abserveg defrosted In the refrigerater or under a running tab,

| putting the turkey in the refri[g\erator at 1:10 PM. ' -
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! osef Cantinued From page 1 1056
! Interview with the residential manager at 4:37 PM All staffs were in-serviced on proper
| revealed the staff had been trained on proper techniques for defrosting meals on
 teck-niques for defrosting meats, There was no 11/27/08. In the future the RTL
evidence, however, that the facility monitored its will monitor the staff for proper
| fooc handling procedures to ensure they were defrosting and thawing of frozen
| effectively implemented to prevent potential foods
| growith of food-borne organisms, ;
|
|
1077; 3503 5 BEDROOMS AND BATHROOMS 1077
Each bedroom shall contain sufficient storage
space for each resident’ s seasonal, personal
clothing and personal effects.
This Statute is not met as evidenced by:
Based on observation and interview, the GHMRP
failec to ensure bedrooms contained sufficient
stora je space for the seasonal clothing of one of
! the tv/o resigents in the sample. {Resident #1)
The fnding includes: .
| g | All clothing were folded and stored on
| Obse rvation of Resident #1's bedroom on top of the drawer was removed on
Noveinber 28, 2008, at 9:50 AM, revealeq folded 11/25/08. Al clothing for Resident
outer clothing stored on tolp of his wardrobe. # 1 was sorted according to season
Furthar observation revealed pairs of shoes on r ;
the ficor, set openly beside the reclingr. Interview and Stoer t?jppf otpriateilly ?C;f:,)rqu”to
| With the Residential Team Leader indicated that season. In the future all ciothing Wi
 the resident’s shoes were sometimes stored in be sorted according to the appropriate
f the warrdrobe; however, it was full of ciothing and season and stored accordingly.
: other personal effects. There was no evidence
" that the chest and wardrobe in the resident's
| badroom provided adequate storage space for
| his personal belongings.
. -
1090] 3504.1 HOUSEKEEPING 1090
| The interior and exterior of each GHMRP shall be —]

A149W11 il continyation shee| 2 of 18
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1090 | Cortinued From page 2 1090
maintained in a safe.}ean, orderly, attractive,
and sanitary manner and be free of
accumulations of dirt, tubbish, and objectiongble
i odors. : :
This Statute s not met as evidenced by:
| Based on observation|and interview, the GHMRP
| failed to ensure the interior and exterior of the
| GHNMIRP was maintained in a safe, clean, ordarly,
I attractive, and sanitary manner.
i The finding includes:
l ' f
| On November 25, 2008, a walk through of the 1. All dust was clean on the ceiling
| facility was conducted with the Residential Team fans located throughout the facility
| Leadier (RTL), beginning at approximately 10:00 as of 11/26/08. All staffs were
i AM that revealed the following: | in-serviced on proper cleaning an
1. Trere was an accumuiation of dust on the 11/27/08.
ceiling fans located throughout the Tacility, 2. The loose screws on dinning
Including the three bedrooms and the living room, chairs were tighten on 11/28/08,
2. Screws were [oose in the right armrest of a 3. The loose wall paneling in the
chair at the dining reom table. When pressure kitchen to the right of the sliding
| was applied, the armrest moved sbout. glass door was repair on 12/22/08.
! . - o .
i 3. At 11:28 AM, a section of tha wall panaling in o . .
the kitshen, to the right side of the sliding glass 4. The Ceiling Fan in Resident #
door was observed to be loose, 2 bedroom was secured on 12/22/08,
i
4. At 10:20 AM, the ceiling fan located in . .
‘ Resident #2's bedroom was observed to not 5. The Leather Recliner Chair in the
| adequately be secured to the ceiling. One side of living has been discarded on
I the base was loose, hanging downward from the 11/27/08.

 ceiling, At10:28 AM, the ceiling fan in Residents

i #3 and #4's bedroom were also observed to be

,: not tightly secured to the ceiling on one side,
T

| 6. At approximately 10:37 AM, the feather

_
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1090 | Centinued From page 3

| large tears (approximately 11 In. and 8 in
[ area,
| At 5:08 PM, when asked about the chair,

Program Coordinator/Qualified Mentz]
Retardation Professional

| replaced the next day.
i

! :
! This. is a repeat deficiency.

[ weras b L LD T LT T P

inclLded the following:

1} ripped and torn.”

1208 350€.3 PERSONNEL POLICIES

| Eacr supervisor shall
l descriptions with each

|' This Statute is not met as evidenced by:

| GHMRP failed to provide

| supervisor discussed the

| conients of job

i of their amployment and

]‘ The findings include:

| rectiner in the living room was observed with two
Lin
. { length) that formed an X-shaped cut in the seat

stated that she could
not recall what the facility had written in the Plan

1 of Correction (POC) submitted after the previous
survay. She then asked the RYL about the
status; he indicated that the chair would ba

Previously, the May 28, 2008 Licensure Report

"3. The leather recliner in the living room was

discuss the contents of job
employee at the beginning
employment and at least annually thereafter.

| Based on interview and record review, the
evidence that a

| descriptions with each employee at the beginning
annuaily thereafter.

| ©On November 25, 2008, beginning at 12:43 FM,
interview with the facility's personnel office

1 090

the

on 11/27/08.

1203

The Leather Recliner Chair in the
Living Room has been discarded
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|
!! representative revealed that Supervisors were )

(X5)
COMPLETE
DATE

! expacted fo review job descriptions with eaeh

! emgloyee at least onee every 12 months., After

’ said review, the employee was to sign and date
their written job description form. She further

J elaborated that she had establisheg a spread

| shagt on which she could track the dates of each ,

' employee's job dascription reviews, as well as the ‘

| status of trainings, certifications and other f

| personnel-related issues, {

| .

il Al 12:56 PM, review of the personnel records that A copy of Staff #1 and # 2 Job

| she presented revealed no evidence that a D

| supe-visar had reviewed job descriptions with 2 of description has been attached for.

i the 9 direct support staff within the previous 12 your review.

i months, Staff#1 and Staif #2 had signed ang

 dated their forms on June 7, 2007 and June §,

| 2007, respectively, The personnel office

[ representative stated that she had "misseqd” Staff

i #1. She then said she had previously senta

j letter to Staff #2 informing him that he was in

! need of the review. At approximately 1:00 PM,

| she irformed the Residential Tosm Leader (RTL)

| that he needed to review Job descriptions with the

! two staff identitied,

! [Note; At approximately 4:53 PM, the RTL was
| asked abaut job description reviews wilh the two
' amployees. He said he had reviewed job ‘

| descrintlons with both Staff #4 and #2. Further

| intervizw, however. revealed that he could not

| recall whether said reviews had oceurrad within

the past year, He confirmed that staff werg
r expected to sigh and date their Job description
" forms o documant the date of review ]

| This is a repeat deficiency.

| FhA R AR AA AR AR IS AR AN S RN S v kO

Heallh Regulation Adir Inlstration

SYATE FORM o T - - (L 44§W11 If cantinualion sheet 8 ar 19




PRINTED: 12/08/2008

. FORM APPROVED
Health Regulation Adminisiration

STATEMENT OF DEFICIENCIES (X7) PROVIDER/SUPPLIER/GLIA 2 MU NSTRUGTI {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ix Q)Un:'L[;::GPLE co. RUCTION COMPLETF.D

B. WING
HFD12.0072 11/25/2008
NAME OF PROV,DER OR $UPPIIER STREET ADDRESS, CITY, STATE, 2IP CODE

ST JOHN'S COMMUNITY SERVIGES WASHING Ot DA CE NW

X410 | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION (xsy
PREFRIX (EAGH DEFICIENCY MUST B PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTICN $HOULD BE COMPLETE
TAG REGULATQRY OR £ SG IDENTIFYING INPFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
l REFICIENCY) .

]

| Zﬂﬁi Continued From page 5 | 203 ‘ ]

{ Previously, the May 29, 2008 Licensure Report
| inclided the fallowing:

i "Review of the personnel files conducted on
5/28/08 revealed that GHMRP failed to provide
| evidence of a current signed job description for
[ one direct care staff (AN}),”

! 223i 3510.4 STAFF TRAINING 1223
L Each training program agenda and record of staff
! partiipation shall be maintained in the GHMRP
| and available for review by regulatory agencies.

; This Statute i3 not met as evidenced by.

| Based on interview and record verification, the

‘ GHWVRP failed to maintain the agenda for every
) staff In-service training session,

] The findings include;

! On Npvember 25, 2008, review of siaff in—sﬁrvlce All in-setviced training records have

| training records revealed sign-in sheets with the been signed by the trainer on

signatures of staff who attended fraining on .

Ogtcber 22, 2008, There were five (5) separate 11/26/08 and a copy of the training

signaiure sheets, for sessions titled: agenda have been attached to the

- Active Treatrnent, : in-serviced signature sheet,

- Program Goais,

= Waiver Documentation, .

- Med ¢al Appaintments; and, -

- Infection Control,

Further review of the documentation, however,

revealed no evidence of agendas for the five,

| aforementioned trainings, At approximately 6:30

| PM, the Program Coordinator/Qualified Mentsl

i Retarclation Professional examined the in-service

| records and confirmed that there were no

1‘ agendas dated October 22, 2008 avallable for
raview.

)
{
A
i
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1291/ Continued From page 6
I 29115 3514.2 RESIDENT RECORDS

l Each record shall be kept current, dated, and
signed by each individual who makes an entry.

This Statute is not met as evidenced by
Baged on interviaw and record review, the
"GHMRP failed to ensure that each resident's
| record was Kept cUrrent, for one of the four

| residents of the facility. (Resident#3)

The findings include:

1. On November 25, 2008, at 3:03 PM, review of
Resident #3's program book fevesled g
pholocopy of his hehavior support plan (BSP),
dated September 9, 2008. The fext of the BSP,
howzaver, cited behavior data for an 11-monih
{ period that ended July 2007. Moments later,
| another version of this same BSP was found in
! the frant jacket of another binder (the resident's
[ Individual Support Plan book). It was observed
| that 2 small piece of paper with the typed date
“9/9/28" had been plaged dirgctly over the date )
"8/1€407," which was the date originally typed on
the BSP. This small piece of paper (with the
more-recent date) had been securad with
| transparent tape, There was a faint ling visible
| above the date on the altered document (the
photacopied BSP in the brogram bogk). The faint
! line corresponded exactly with one edgs of the
: tape sed 1o secure the piece of paper with the
new date. There were ne other discernable
differiences betwaen the two documents. .

At approximately 3:07 PM, Resident #3's August
2007 BSP (with the new date taped onto it) was
shown fo the Program Coordinator/Qualified
Mentai Retardation Professional (QMRP). She
immediately asked "Whao did that? That is

Health Reguialich Aininisration

1291
1291

A copy of the Behavior Support
Plan for Resident #3 has been
attached for your review,

STATE FORM

448W11
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201 | Cantinued From page 7 1291 rhe Program Coordinator/QMRP

unacceptablel" Neither she nor the Residential could not ascertain the origin of the

Team Leader, who was working nearby,
| answered when they were asked |f they knew altered document. In the future

| who had altered the date, Further interview with all assessment/r eparts have been
the QURP revealed that the facifity's psychologist requested to be sent directly to the Head

hacl left the agency "in early 2008." _ Office and a copy will be forwarded

2. Lross-refer t0 1374, According to an incident electr onicall){ to ensure it is authenti
report dated September 17, 2008, Resident #3 The electronic copy will be filed in th
 displayed a targated bahayior (hitting himself on Resident's electronic charts and a

his "ead) during the morning shift, He was riding hard copy placed at the home
‘in the van to day program and the behavior -

g resufted in his Sustaining injuries (i.e. small cut,
i bruising ang swelling) near his eye, On _
! November 25, 2008, at 3:15 PM, review of the 2. All staffs have been in-serviced

| resident's behavior data Sheets revealed that staff on the behavior data collection on
2y’

| on the morning shift {12:00 AM - 10:00 AM) had . .

| been documenting daily behaviorai observations. Resident # 3 behavior data, AZ/

{ For pxample, they wrote "none" on the mornings

| of Suptember 15 and 20, 2008, However, on
September 17, 2008, the date of the incident,
somone drew a short, horizontal line in the
corresponding space. [Note: Similar lineg were
noted in the morning shift's behaviar data on

| Septamber 18 and 21,2008.] Staff had not

j documented the September 17, 2008 behaviaral

| episcde, in accordance with the resident's

| behavior program; therefare, the data sheets
failed to reflect the resident's current status,

! 292,’ 36143 RESIDENT RECORDS 1292 | l

! . :

| Each record shall nclude, but not be limited to,

I the requirements of .G, Law 2-137, D.C. Code §
6-1972 (1989 Repl. Vol), .

i This Sitatute is not met as evidenced by _
| Based on interview and recorgd review, the }
GHMEP failed to maintain resident records in

accordance with requirements of D.C, Law 2-137 LS ‘ l
Health Reguiation Adrninistration
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)292'{ Continued From page 8 1292

| (now Title 7, Chapter 13}, for one of the four
residents of the facility. (Resident #3)

Thé finding includes:

i Title: 7, Chapter 13; D.C. Code 7-1305.12
! {formerly 8-1972) :

i Compiete records for each custemer shall be

[ maintained and shal be readily availabie to
professional persans and to the staff workers
who are diractly involved. .. These records shall
include:

(13) "A description of any extraordinary incident
OF accident in the facility Involving the customer,.
to be entered by a staff member noting personal
knowledge of the incident or accident ar other
source of information, including any reparts of
investigations of customer's Mmistreatment,”

Cros::-ljdelfer to E_rg dand lf;fop,];:_. tzgsfd:erg #3 . ' Staffs have been in-serviced on
reportedly sustained a self-inflicted ey , bruisin TR ;
and swefling to his right aye area on Seplember Incident reportlr?g (,Jn 12/24/08.
17, 2008. Staff reported that the injuries ocourred in the future all incidents will be
While fiding in the van, at approximately 7:45 AM. reported to the Nurse timely.
Interview with the RN on November 25, 2008
revealed that he had directed staff to take
Resident #3 to the ER shortly after 5:00 PM that
evening. The RN also stated that it was the
agency's practice to automatically send residents
to the ER "if anyone hitg their head and there's an
injury. . That's what we have do..." Staff had not,
however, notified the RN timely and Resident #3
J had not been automatically taken to an ER for

JI

evaluation.

|

! On November 25, 2008, at 317 PM, & request

| was made o see the original incident report and
corresponding investigation, However, the

[ Program Coordinator/Qualified Mental

Health Regulagon Adrinistralion )
STATE FORM ) ' oaoe

449W11 It continuakion sheal b of 19




Health Req.lation Administration

PRINTED: 12/08/2008
FORM APPROVED

STATEMENT OF' DEFICIENCIES X1} PROVIDER/SUPPLIERICLIA LI (%3) DATE SURVEY
AND PLAN OF CORREG T1ON (X1} e 1§ION NUMB% L (X2) MULTIPLE CONSTRUGTION _ COMPLETED
A. BUILDING
B WING
B HFD12-0072 11/25/2008

NAME OF PROVIDER OR SUPPLIER

ST JOHN'S COMMUNITY SERVICES

STREET ADDRESS, CITY, STAYE, ZIP CODE

5518 SHERIER PLACE NW
WASHINGTON, DC 20016

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUSY BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

(xa) D
PREFIX
TAG

|
i
]
T

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION $HOULD BE
CROSS-REFERENCED TO THE APPROPRIAYE
DEFICIENCY)

D
PREFIX
TAG

{X5)
COMPLETE
OATE

{ 292!' Continued From page 9

Retardation Professional (QMRP) stated that the
documents requested were not kept in the facility,
As an agency-wide practice, they were not to
include the incident reports or corresponding
investigations in the residents' records, After the
QMRP spoke with thejr Incident Management
Coordinator (IMC) via telephone, she stated that
she would forward the documentation to the
Hea.th Regulation Administration via facsimile as
soort as the IMG made them available, No
addilional information was presented before the
mon:taring visit ended that evening, at 7:20 PM,

On November 28, 2008 (post-survey), the facility
] forwarded some materials via fax transmittal,
However, neither the incident report nor the
i corresponding investigation report was incluged.
As of the close of busingss December 2, 2008,
i the requested reports had not been made
: available for review. In addition, there was no
documented evidence that the above-referenced
incident had been investigated by the facility's
IMC.

1374/ 3619.5 EMERGENCIES

After medical services have been secured, each
GHMFRP shall promptly notify the resident ' &
guardian, his or her next of kin if the regident has
| "o guardian, or the representative of the
Sponsoring agency of the resident ' s status as
500N as possible, followed by written notice and
dacurentation no later than forty-eight (48) hours
after the incident, i

This Suatute is not met as evidenced by:

Basad on staff intarview and record review, the
GHMRP failed to provide evidence of the prompt
notification of the resident's legal guardian of
significant incidents, for the sole resident who

292

The QMRP requested the Incident
Management Coordinator to fax the
requested documents to DOH.
The QMRP was informed the
requested documents

had been faxed to DOH. In the
future any documents requested
from the QURP will be faxed

by the QMRP herself and a call
made to DOH to ensure the faxed
documents were received and
ensure further proper follow-up.

374
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suny, (Resident £3
The finding includes:

i On November 24, 2008, 5
 the Health Regulation Admi

incicent databage revealed

18, 2008, the facility had su
| brev ous day. Resident #3
self-inflicted head Injury du
episode while being transp

had sustained an Injury since the May 29, 2008
)

pre-survey raview of

mistration (HRA)
that on September
bmitted a written

report that documented an incident from the

repertedly sustained g
ring a behavioral
orted in the

community.

| Resicent #3's psycholagical and nursing records
wore reviewad I the facility on November 25,
2008, beginning at approximately 3:03 PM. His
behavior support plan (BSP), dated September 8,

{ 2008, dentified slapping his own heag as one of
i his targeted Mmaladaptive behaviors, A Monthly

‘ Nursing Sumimary, dated QOctober 14, 2008,

| docurnented "ER vigit dye to head injuries

‘- sustained in the van when

on September 17, 2008."
i from September 17. 2008

LAt 3:17 PM, are
original incitdent

requested were
, agency policies.

quest was made to see the
féport and corresponding

investigatian, However, the Program
Coordinater/Qualifisd Mental Retardation
Professional (QMRP) stated that the documents

not kept in the facility, as per
After she spoke with their

Incider t Management Coordinator (IMC)via
l’ telepheng, she stated that she would forwarg the
i documentation to HRA Via facsimile as soon as
made them available,

(X4} 1D | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ®5 .
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1374] Continued From page 10 | 374

The Limited Medical Guardian was
notified by the Program Coordinator/
QMRP on September 18, 2009. In

the future all notification will be mad
before Incident Report is faxed to DOH
and all concern parties to ensure all
concern is aware of every person
notified,

N
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1374 Centinued From page 11 1374 Please find attached a copy of the
At 4:34 PM, review of Resident #3's Health incident report with all notified
Passport revealed that he had a court-appointed party listed for your review. In the
guardian, When asked, the QMRP confirmed . . . .

; that the man listed was the resident's “full, legal future, all nstl;"lcatlon will b? h

| Quardian.” When asked if he had been notified of completed before a copy of the
fhe head injury and resulting ER visit, the QMRP report is faxed to DOH in order to
replied "Yes. .. If it wasn't the house manager, it ensute all parties are aware of
was me." A moment fater, the Residential Team o
Leader (RTL, aka.house manager) was asked if those contacted.
Resident #3's legal guardian had been notified of
the recent injury and ER visit. He replied “Either |
do It or <the QMRP's name> does." When asked

‘| aga‘n about this spacific incident, he replied "I

thinlc it was <the QMRP's name= " A moment

Il later, the QMRP was asked again if she had

i notilied the guardian. She said she recalled

i having left 2 message on the guardian's

I telephone answering machine. She further
indicated that the date and time of the telephone
message would be documented on the incident
report, &s per agency poiicy, No additional
Information was presented before the monitaring
Visit znded hat evening, at 7:20 PM,
On Cecember 2, 2008, review of the incident All parties were notl_f'ied and noted
report that was originally faxed to HRA on on the report accordingly. The
September 18, 2008 revealed that the houge report was faxed to DOH before the
maneger, LPN and IMC were notified on entry for the Legal Guardian's
September 17, 2008, Additional notifications s
were documented for the next day; however, the notlﬂrt:atllo:r:v afs te ntert.leld on ’the
resident's legal guardian was ot among those report. In the future all parties
listed as having been notified, [Note: A lawyer | will be notify timely. The Program
assighed for annuat court reviews had heen Coordinator/QMRP was trained on
potified. j e fawyer. howsver. was not the Incident nofification on 12/22/08 by
9 ' the Incident Management

401 3520.3 PROFESSION SERVICES: GENERAL | 1401 Coordinator. A copy of the
PROVISIONS . training signature sheet has been

attached for your review.
i Professional services shall include both diagnosis

Flealth Regulation Adriimistiation
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| services, and services desij
,i deterioration or further
| regidant,

aned to prevent
loss of fupction by the

This Statute is not met as evidenced by:
Based on interview and record review, tha
GHMRP failed to ensurg professional evaluation
and lreatment services designed to ptevent

| detarioration of function, for one of the two

,‘ resicents in the sample. (Resident #7)

,' The indings include:
{

i The GHMRP fajte
therapy recom
Resitlent #1.

d to ensure thgt physical
mendations were coordinated for

i Interviaw with the Residential Te

| on November 25, 2008, &t 9:55 AM, revesled that

| Resident #1 used a walker ang required 1:1

’ Supervision to ensure his safety during
ambulation.

{ At 12:21 PM, review o

am Leader (RTL)

f Resident #1's record A request was made for a folloy-

assessment with the Physical
Therapy. An appointment for a visit
and further assessment is schedule
for December 30th, 2008. In the
future the Program Coordinator/
QMRP will ascertajn clarification
for any confusing recommendation
made by the Physical Therapy in

up

program to increase the resident’
lower axtremities. Th
indicated that the resi
AFO (ankle-foot-orth
that the formal asse

$ strength in his
€ progress note also

dent might benefit from an
0sis) for his right foat, and
Ssment report would follow.

{
i

! At 1:35 Py, interview with
| Coordhator/Qualified Mental Retardstion
Professional (QMRF) revealed that she was

| Previously unaware of the PT's note regarding the order to ensure his recommendatio
i . Bhe indicated that Resident #1'g

] is carried out ag ordered ang timely.]
i interdiscipﬁnary team (IDT) had met for the '

] annual review on September 7, 2008. At that ,

Heoalth Regulation Adm nistration
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i time, howevsr, she had not received the formal The PT was contacted informed he

J[ PT assessment. She further ac:;non/ledgedbthat wanted to re-assess Resident #1

 the otential use/benefit of an A O had not been . :

| discussed with the IDT on September 7, 2008, for further clarification of the

recommendation on AFQ,

At approximately 5:30 PM, the QMRP presented A re-visit date of 1/6/09 is
Resident #1's written PT assessment, She scheduled.

i stated that although the assessment was dated

I April 8, 2008, the document had been received a -
few days after the annual meeting. The IDT, A request was made and the PT

 therefore, did not have a current PT assessment has agreed and scheduled to re-

| available for dichngon andtconsi,c{etatio? during assessed Resident # 1 on 1/6/09,
the Eeptember 7, 2008 mes: ing. Acgording to : .
the fax cover sheet, the assessment was ° Upon rec:-elpt.of the assessment,
receiv/ed on September 11, 2008, five months the IDT will discuss the

| after the PT had seen the resident and writien the recommendations.

i progress nate about an AFO, At the time of the :

| survey, the PT's April 2008 recommendation for

| @1 AFO had not been addressed. [Note: At 6:38

§ PM, the resident was ohsérved ambulating with

| his walker and a direct care staff was next to him.

’ He did not, however, have an AFO on his right

! ankle.] - i

1500] 3523.1 RESIDENT'S RIGHTS I 500

1! Each (3HMRP residence director shall ensure

| that ths rights of residents are obsgerved and

{ protected in accordance with D.C. Law 2.1 37, this

| chapter, and other applicable District and federal

'[ laws,

| .

} This Statute is hot met as evidenced by:

| Based on ebservations, interviews and record

( review, the GHMRP failed to observe ang protect

l residents’ rights in aceordance with Title 7,
Chapter 13 of the D.C. Coge (formerly called
D.C. Law 2-137, D G, Code, Title 6, Chapter 19)
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mental retardation,

| Thet findings include:

1.
‘ privacy in sleeping and personal hygiene

formerly § 6-1955(d)], as folliows:

On November 25, 2008, beginning at

| view the heighboting community from the

were in the upstairs bedropms.

The facility failed to protect residents' rights to

practices [Title 7, Chapter 13, § 7-1 305.05(d),

approximately 10:00 AM, a tour of the upstairs
revealed that windews In the bedrooms used by
Residents #1, #3 and #4 were furnished with

| sheer curtaing. The curtains were made of a thin

j material and did not ensure privacy for the

| residents. In daylight, surveyars were able o

| bedrooms, white the curtains were drawn,
include windows of neighboring homes, cars ang
¢ PROP'e passing by on the Street, After dark, the
| Viewing was reversed, where the residents were
j Visibl2 from the street while they and their staff _

#s 1, 3 and 4 bedroom. In the
future the rights of all residents
will be considered when
instaliing fancy curtains which

to

A room darkening shade has been
installed in the window of Resident

might not provide enough privacy.

residents' rights to

| (POs) revealed that
J 2008. There were n

j‘ dated August 1, 200

| statement "Orders g

a. On Navember 25,
| PM, review of Reside

] 2. The facility failed to demonstrate protection of

| be fres from Unnecessary or excessive
| medication; specifically, Psychotropic

medications, [Title 7, Chapter 13, § 7-1 305.05(h),
formerly § 6-1965(n)], as fallows: ‘

i
0 POs for the month of

October. Further review of the resident's medical
records revealed that the previous POs ware

8. Both the August and

! November POs included g hand written
r 90 days.* Resident

ood fo

2008, at approximately 3:45
nt #3's physician's orders
hey were dated Novemper 1,

Psychotropic medications

will continue to be reviewed
monthly at psychotropic mdd
reviews with renewa] orderis
transeribed from peychotrdpic
med review form monthly b
Nursing.”Staff_training with
DUrsing staff to be completed
by 12/23/08

|
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evening.

Novrember 2008, "good for 90 days"

licerised residentia| facility from the

August 2008) of this requirement.

|f Cross-refer to 1374, Resident #3re
sustained a self-inflicted cut, bruisin

hospital ER,

#3's prescribed medication regimen included the
psychotropic medication Abilify, 15 mg every

! b. At approximately 1:15 PM, review of Resident
| #1's POs revealed similar findings (August and

). Re

#1'¢ regimen included Prozag and Buspar,

At zpproximatsly 4:25 PM, Interview with the
facility's RN and the Qualified Mental Retardation
| Professional revealed that they had both sean a
May 2008 notification letter that was sent
Heaith
Regulation Administration reminding them of the
requirsment to set a termination date not to
exceed 30 days for all prescriped psychotropic
medications. They showed where the previpus
primary care physician (PCP) had issuey monthly
POs. Moments iater, they indicated that the
facility had not informed the new PCP

3. The facility failed to demanstrate protection of |
residents’ rights to receive prompt and adequate
medical attention. [Title 7 Chapter 13,§ - -

| 7-1305.05(g), formerly § 8-1965(g)] as follows:

portedly

g and

swelling to his right eye arag on September 17,
2008. Staff reporied that the injurles ocotirred
during the morning van run, at approxirnately 7,45
AM, Later that day, at 4:10 PM, a residential LPN
documented “swelling... with smail cut" Ina
progress note, The facility's RN then entered an
11:00 PM progress note, documenting that he
had asseszed the resident upon return from the
[Note: Review of the September 17,
2008 incident report revealed no documernited

(effective

sident

to every a 30 days order.

The Physician Medication Order
was discussed with the Primary
‘Care Physician and the Psychiatrist.
It was agreed that the Psychiairy
Medication will carried a $eparate
order which will be for 30 days, All

| other medication will continued to
be for a 90 day period. In the futyre
all Psychiatry Medication will carry

Itis the policy of St John's Community
‘Services to protect all rights of the
individuals in its care. All staffs will
be trained on policy and procedure
on Medical emergency on 12/23/08.
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 evidence that the RN wag notified of the injury.] Staff train ing for nursg ing

} On Novembar 25, 2008, at 4:25 PM, Interview and house staff that acddresses

with the RN revealed that he hadI directed staff Al;o policy and procedure of

take: Resident #3 to the ER shortly after 5:00 p ' A -

on September 17, 2008, once he )l’earned that the When to take an individual

| resident had sustained head injuries. He further to ER to be completed by 21 /23/08

| stated that "if anyone hits their head and there's - :
an injury, we take <the individual> to the ER...
That's what we have do, ., don't know if it's a

| written policy,

According to the September 17, 2008 incident
report, the day Program nurse "gave a nole about
the incident. Straff brought the rote home and
| called the house manager and informed him
; @boutit” There was ho documented evidence,
however, that Resident #3 received timely
meadical evaluation, Specifically, he spant much

| this time.. * The discharge papers dig not,
{ however, indicate what diagnostic procedures
| were tilized during the ER evaluation.]

|

lsssl FINAL OBSERVATIONS | 1 eoe

The fellowing Observations were made during the
survey process, It is recommended that these

1. Interview with the Program
Coordinator/Qualifieg Mental Retardation
Professional (QMRP) on 11/26/08 at 12115 PNV
| |
Health Regulation Adm Inistration
STATE FORM : 5a0p 449W 11 {f coniinyation sheat 17 of 19
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19997 Continued From page 17 1999 The increase in the Buspar was
révsaled that Resident #1 had an increase in his discussed during the Human Rights
targeted behav{ors hegipm‘ng in 8/08, which was Committee Review. However
of &n undetermined origin. repeated request for a copy of the
The reviaw of behavior data reflected that in 8/08 minutes did not yield the report
Resident #1's targeted behaviors (self-injurious timely. This request has been
29h BV'DtT. P'WSlga' 999@9“;2: pr OPF-‘?;h address further with the Chairman
esiruction, and screaming) had more than ; .
dousled, From 9/08 1o 10/08, property of tr,‘e HRC w'ﬂ? er_*nphams placeq
desfruction increased (from 3 to 20 incidents) and on timely submission of the meeting
sereaming increased (from 15 to 82 incidents), minutes for review of a| monitoring
' , entities. In the future 3 copy of al|
The review of the physician's orders on 11/25/08 H Rg Minut et il be filed ﬁy:[h o
31 2:40 PM revealed 2 new madication, Buspar . nUes wi ed |
10 mg TID was introduced on 9/15/08. home in a timely manner.
Interview with the QMRP ang the record revisw
11/265/08-at 4:27 PM indicated that the new - Psychiatry Eval to ke
medication and the Increase had been approved
by ths Human Rights Committee (HRG). Furiter scheduled on 12/18/08
interview with the program coordinator and with o e
the RN revealed the GHMRP had been unable to
amwmmmemwedmmwmaemme
resident's maladaptive behaviors. A medical note
’ dated 11/21/08 reflected that the primary care
physician recommendad a psychiatric evaiuation
to determine a possible cause of the significant
incregse in the resident's behavior, Interview with
the RN indicated that the psychiatric appointment
" needed to be scheduled,
f 2, Tha GHMRP failed to ensure that Resident #1
| receivad a timely psychological reassessment.
|
| Intervisw with the QMRP o, 1 1/25/08 at 11:32
AM revealed that Resident #lwasina
community based waiver home, Subsequent
review of the clinical record indicated that waiver
services had been appraved for day placement,
| residential habilitation, occupational therapy and
Health nguiaﬁon Adilnisiration
STATE FORM Ll i continuatlon shaet 18 of §0
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! physical therapy, speach

‘ record review revealed th
explred behavior support
914107,

assessment for the deve|
BSP. Atthe lime of the g

psychological services in
i neads;.

|
|
g
i
f

|

| At 5:50 PM, the QMRP acknowledged that there
had been a delay in Securing an updated

!' scheduled to conduct a comprehensive

! avidence the resident was receiving

and hearing. Additional
€ resident had an
plan (BSP) datad

opment of an updated
Urvey, there was no

accordance with his

A copy of the BSP for Resident &1
is attached for YOUr review,
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